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Abstract 
Background: When medical decisions need to be made about the allocation of goods and 
services, health-related quality of life or willingness to pay (WTP) could be measured. Whereas 
health-related quality of life and WTP should be related to each other, this is not found in mental 
illnesses. In comparison with physical illnesses, when mental illnesses are evaluated, people are 
willing to pay less every month for treatment, and previous researchers suggest that it is due to 
stigma.  
Objectives: This study has two aims: 1) examine the relationship between health utility and 
WTP for treatment of borderline personality disorder (BPD), and 2) examine the impact of 
stigma on this relationship. 
Methods: Cross-sectional survey of 175 members of the public. They were asked to fill out the 
CAMI, a stigma questionnaire online, and to take part in a face-to-face interview in which they 
had to rate six mental illness health states using a visual analogue scale, a time trade-off, and the 
WTP.  
Results: Health utility (measured by a time trade-off) for BPD had a mean value of 0.37(SD = 
0.27), and was a significant predictor of the willingness to pay (R2  = .222, p = .016). When 
stigma was added to the model, with a beta value of .006 (ns), the WTP was no longer predicted 
(R2  = .231, p = .170). 
Conclusion: Health utility and WTP for BPD are related and can both be used in economic 
valuations. Contrary to previous findings, stigma does not seem to influence the relationship 
between health utility and WTP for BPD.  
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1. Introduction 
The ongoing financial and economic crisis in Europe has had an immense impact on provision of 
healthcare services, forcing insurance companies to minimize spending on healthcare, the effects 
of which can be witnessed clearly in the field of mental health, with the tremendous increase of 
major depression, as well as suicide attempts and ideation, from 2008 until today (Karanikolos et 
al., 2013). In the Netherlands, the government has reduced allocation of resources, by the 
introduction of  the new laws regarding mental health that were passed in 2012 (Verhaak, 
Kamsma, & Van der Niet, 2013). Patients with mental health problems in the Netherlands are 
first seen by the general practitioner, who, if unable to treat them, refers them to a specialized 
mental health professional (Verhaak et al., 2013). A tremendous increase of 170% in these 
referrals from 2000 to 2009 led the government to search for the cause, shedding light on the fact 
that most of these patients were suffering from adjustment disorders or psychosocial problems, 
without ever having a clinical diagnosis using the Diagnostic and Statistical Manual of Mental 
Disorders (DSM) by the American Psychiatric Association (Verhaak et al., 2013). Based on these 
numbers it was decided that when patients have no clinical DSM diagnosis, like patients 
suffering with adjustment disorders or psychosocial problems, they are no longer reimbursed by 
insurance companies (Verhaak et al., 2013).  
 However, to counteract their decision, in the National Agreement on the Future of Mental 
Health Care of 2013-2014 (GGZ Nederland, 2012), the government calls for prevention and 
early detection and treatment of psychosocial problems by introducing special mental health care 
professionals in schools and at the general practice. Additionally, patients with non-clinical 
diagnoses will be provided with referral information for other sources of support, such as social 
workers or patient support organizations (GGZ Nederland, 2012). For the more complex cases 
that require specialist attention, the patient copayment for treatment is being raised, while at the 
same time a five-session limit on coverage by the insurances has been placed (Hovens & Van der 
Ploeg, 2011). The limited sessions covered force patients with mental health problems to pay for 
services out of their own pocket, and even though financial aid may be asked of the government 
for those that cannot cover their copayment, budget cuts in many government services make this 
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aid very hard to receive (Hovens & Van der Ploeg, 2011). 
 When medical decisions need to be made about the allocation of goods and services, cost-
utility analyses are conducted by the government in order to form a basis for the decision making 
process, where the cost of treatment of different health states is calculated, and weighed against 
the benefits, measured with the “health utility” of these health states (Johannesson, 1996). This 
“utility approach” is one of the many ways that health-related quality of life can be measured. 
While quality of life includes all aspects of one's life that affects them at the time period, such as 
biological, physical, emotional, social, economic, political, cultural, spiritual, etc., health-related 
quality of life includes only aspects surrounding one's health: physical, emotional, and social 
factors (Torrance, 1987; Torrance, Thomas, & Sackett, 1972). Therefore, in cost-utility analysis, 
in order to make an estimation of the health utility, and consequently measure health-related 
quality of life, a health state description is presented, typically in a paragraph-long narrative, 
where a person's behavior and presentation are described along with their ability to function 
cognitively, socially, physically and emotionally (Torrance, 1987). Then, in order to compute the 
utility value of this health state, stated-preference methods are used, in which the public is asked 
to report their preference about that health state directly (Hammitt, 2002). Most commonly used 
preference measures include the visual analogue scale (VAS), the time trade-off (TTO), and the 
standard gamble (SG), in which the health utility is measured and given a value between zero 
and one, where zero is a health utility describing the health state “death” and one is a health 
utility describing “perfect health” (Hammitt, 2002). These two health states are called reference 
states, and all the other health states presented can be compared in relation to these (Torrance, 
1987).  
 The VAS consists of a 100mm line with the two reference states, death and perfect health, 
placed on either end (Torrance, 1976). One is asked to mark or show on the line his/her 
preference for a given health state as compared to the two reference states. The position on the 
line determines the utility value (Torrance, 1987). In the TTO, one must choose between two 
alternatives; living a certain number of years in a given health state, or giving up some of those 
years in order to live in perfect health (Torrance, 1987). Different approaches can be utilized with 
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the TTO, such as a ten or twenty year approach, in which the participant has the choice of living 
in a less-than-perfect health state for the next ten or twenty years (accordingly), or sacrificing 
some of that time to return to perfect health (Torrance, 1987). Yet, a commonly used alternative 
is the life expectancy approach, where life expectancy, or the mean amount of years one has left 
to live, is calculated using a person's gender and age, from statistics published in life tables 
(www.cbs.nl). The years a respondent chooses to give up from their life expectancy in order to 
live in perfect health are varied until one no longer has a preference between the two alternatives, 
and at that point utility can be calculated (Torrance, 1987). The number of years which the 
respondent prefers in perfect health are divided by his/her life expectancy [or ten/twenty years 
using other approaches] to provide a utility value between zero and one (Hammitt, 2002). 
Finally, with the SG, one must also chose between two alternative outcomes; a positive outcome, 
with the certainty of perfect health for time T, or an alternative outcome with two probabilities: 
the use of a hypothetical drug with a probability p that it will cure the patient for time T, and the 
probability 1-p that it will cause immediate death (Torrance et al., 1972). Like the TTO, the 
probability is varied until one no longer has a preference between the two alternative outcomes 
(Torrance, 1987).  
 As previously mentioned, cost-utility analyses are not the only way that health state 
preferences are measured. Cost-benefit analyses, founded on microeconomic theory, value health 
costs and benefits in monetary terms using the willingness to pay (WTP) (O'Brien, & 
Viramontes, 1994). Most decision makers seem to favor these analyses because the results are 
already in financial terms (O'Brien, & Viramontes, 1994). The WTP can be measured indirectly, 
by asking a subject about previous decisions involving money and health outcomes, or it can be 
measured directly by asking for one's estimation of a specific amount of money that they would 
be willing to pay for a certain treatment or service (O'Brien, & Viramontes, 1994). The direct 
WTP can further be rated in different ways, such as by using an open ended question, or by way 
of a bidding game, where bidding starts with a very low or very high value and depending on the 
participant's preference, that value is doubled or cut in half until the maximum WTP is reached 
(Fernandez et al., 2014).  
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 Decision makers then have to decide which measures to employ to analyze the benefits or 
utilities in relation to the costs, which health state descriptions to use, and whose preferences 
should be evaluated. Typically, health state preferences can be obtained from a sample of the 
general population, patients in that health state, previous patients of the health state and their 
relatives, as well as from health care professionals (De Wit, Busschbach, & De Charro, 2000). 
Research shows that differences can be found between the different rater groups, with a majority 
of results pointing to the fact that current patients value their own experienced health state higher 
than all other groups (De Wit et al., 2000). It seems that many factors are at play behind these 
differences, and ongoing research is trying to find ways to eliminate them (Insinga & Fryback, 
2003).  
 While patients, their relatives, and doctors all have personal experience with different 
health states, the general public thinks about a health state as it is described to them, without 
having any knowledge or emotion about it, therefore, the development of a certain health state 
description plays an important role (Peeters & Stiggelbout, 2009). Some descriptions are easy to 
read and remember, but they are sparse and leave much information to the respondent's 
imagination, while others are long narratives, based on literature and case studies, which describe 
in great detail many aspects of a given health state (Peeters & Stiggelbout, 2009). These 
constructional differences can result in dissimilar interpretations, which in turn lead to variability 
in the utility values. The general public for example, might not be aware that a patient can adapt 
to a certain health state and make lifestyle changes, thereby raising their quality of life (Ubel, 
Loewenstein, & Jepson, 2003). On the other hand though, the public might not be aware of 
possible comorbidities that go along with a health state, that actually lower the quality of life 
(Ubel et al., 2003). Even more importantly, health states tend to be biased in the way the 
descriptions are framed, usually focusing only on the negative symptoms and consequences of a 
certain health state (Peeters & Stiggelbout, 2009). For a member of the general public, this 
negative focus might lead to a belief that a given health state has more of a negative outcome 
than it actually does, therefore leading to a considerably lower utility score (Peeters & 
Stiggelbout, 2009). Additionally, health state descriptions usually do not provide information 
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about the onset of the health state, so some members of the public consider a health state as 
chronic and rate it accordingly, while others imagine an acute onset, and their valuations reflect 
that (Ubel et al., 2003).  
 On the other hand, when patient preferences are valued, those individuals know more about 
a certain health state than is provided in a description, and they use this extra knowledge when 
they are rating their own health state (Peeters & Stiggelbout, 2009). Consequently, one would 
think that former patients when compared with current patients as well as the general public, 
would provide similar utility values with the current patients. However, Smith, Damschroder, 
Sherriff, Loewenstein, & Ubel (2006) discovered the opposite phenomenon; former patients give 
ratings which are similar to the values provided by the general public. Ross (1989), talks about a 
theory driven recall bias, in which former patients do not recall their emotional experiences 
precisely as they were, but only recall certain aspects of a previous health state which may not 
accurately correspond to how the patient was feeling at that time, called focusing illusion.  
 All studies and findings described above are based on physical illnesses, yet regarding 
mental illnesses, a different pattern can be witnessed in the ratings. Current depressed patients 
often give lower valuations of their actual health state than former patients or the general public 
(Pyne et al., 2009), which led to the search for new explanations about what could be influencing 
these outcomes. It seems as if another bias is at play in mental health state valuations, namely, 
stigma (Smith, Damschroder, Kim, & Ubel, 2012). Stigma is typically a negative attribute that 
becomes associated with a group of individuals, which sets them apart, diminishes them, and 
leads to their isolation (Aviram et al., 2006). Link and Phelan (2001) discuss the complexity of 
the stigma concept and provide a more complete definition, addressing multiple components that 
only when combined allow for stigma to develop. A stigmatized group is distinguished from 
others, labeled, associated with negative stereotypes, disapproved of and discriminated against. 
Separation of “them” from the normal population occurs, leading to a lower status in society, 
rejection and exclusion (Link & Phelan, 2001). Those who receive this label are often presumed 
by society as having a personal flaw, and blamed for the negative attribute ascribed to them 
(Goffman, 1963). Hence, people distance themselves from stigmatized groups, which in turn 
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raises feelings of shame in those stigmatized, and leads to their isolation (Aviram et al., 2006).  
 The cycle described above shows that stigma has the power to act on two levels – known 
as public stigma and self-stigma (Corrigan, Kerr, & Knudsen, 2005). Public stigma refers to the 
endorsement of stereotypes, prejudice and discrimination by society towards other individuals or 
groups. This type of stigma not only affects the individuals being discriminated against, but also 
their friends and family (Corrigan et al., 2005). However, when those stigmatized internalize 
these actions, this process is known as self-stigma, and it incorporates three levels: a) stigma 
awareness, when one begins to perceive the public stigma, b) stereotype agreement, when one 
endorses the stereotypes created by public stigma, and c) stereotype self-concurrence, where one 
applies these stereotypes to himself (i.e. I am dangerous because I have a mental illness) 
(Watson, Corrigan, Larson, & Sells, 2007). While public stigma leads to rejection, self-stigma is 
a process that eventually leads to the loss of self-esteem and self-efficacy (Corrigan et al., 2005).  
 Throughout history, mental health patients have been one of the most stigmatized groups, 
and in addition to dealing with their symptoms, they also have to handle the stereotypes ascribed 
to them. Common public opinion blames those suffering with mental illness as being at fault and 
having part of the responsibility for their condition, which can be an important, influencing 
factor when one is asked to rate various mental health states (Schomerus, Matschinger, & 
Angermeyer, 2006). Smith et al. (2012) measured the public's opinion on the perceived burden of 
two mental illnesses (schizophrenia and depression) and three physical illnesses (diabetes, 
amputation, and blindness), and in addition, the WTP to avoid these illnesses. Results showed 
that people are willing to pay more to avoid physical illnesses even when mental illnesses are 
seen as more burdensome. While stigma was not actually examined as a predictor of WTP in 
their study, it is hinted that the stigma carried by mental illness is probably responsible for 
influencing people’s decision making.  
 Public opinion has been measured for many physical, as well as many mental illnesses, yet, 
personality disorders are not often evaluated, and knowledge surrounding them is still lacking. 
Borderline personality disorder (BPD) is the most common personality disorder, and is estimated 
to affect 1.6% - 5.9% of the general population, while among inpatients in psychiatric facilities, 
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these percentages rise considerably, affecting about 20% of patients (APA, 2013). While mostly 
unknown to the general public, BPD is a serious mental illness characterized by the Diagnostic 
and Statistical Manual of Mental Disorders (2013) as “a pervasive pattern of instability of 
interpersonal relationships, self-image, and affects, and marked impulsivity...”. Patients suffering 
with this condition try to avoid any type of abandonment, which results in unstable and intense 
relationships alternating between idealization and devaluation of the other (Aviram, Brodsky, & 
Stanley, 2006). They have a disturbed self-image, feelings of emptiness, and intense, rapid mood 
changes (APA, 2013). Impulsivity is seen in many areas, and they often gamble, practice 
unprotected sex, excessively spend and/or abuse drugs and alcohol (APA, 2013; Gunderson, 
2011). Self-mutilating behaviors, such as cutting, are very common and sometimes accompanied 
by suicidal threats and ideation (APA, 2013). Finally, in extreme cases, paranoid ideation or 
dissociative symptoms are present (APA, 2013). Often, these patients have comorbid psychiatric 
diagnoses, such as mood, anxiety and/or substance abuse disorders, and because of their high 
risk of suicide, and frequent self-mutilations, admissions to the emergency room, as well as 
frequent hospitalizations are common (Gunderson, 2011). Most BPD patients have suffered 
childhood trauma, usually neglect or abuse (physical, verbal, or sexual), but studies with twins 
prove that biological factors are also responsible for the development of this disorder, even 
though one specific gene relating to BPD has not been found yet (Leichsenring, Leibing, Kruse, 
New, & Leweke, 2011).  
 Research shows that mental health workers characterize BPD patients as 'difficult', 'not 
sick', 'manipulative', 'demanding' and 'attention seeking', thereby attributing the symptoms to the 
individual and not to the disorder at hand (Filer, 2005). This false conception affects how BPD 
patients are perceived, and is responsible for the stigma carried by this illness (Aviram et al., 
2006). The few studies that examined the effect of stigma and BPD point out that the mental 
health workers react negatively to this diagnosis, and set forth an unfavorable cycle (Filer, 2005). 
First off, some therapists are disturbed by the self-mutilating behaviors of BPD patients and their 
raging mood swings, while others are challenged by the behavior of these patients (Aviram et al., 
2006; Veysey, 2014). Either way, they withdraw emotionally, and are not able to provide the care 
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these patients need (Aviram et al., 2006). This in turn raises feelings of abandonment in the 
patients, who then end treatment early, and are forced to use another therapist, where the cycle 
begins again (Aviram et al., 2006; Filer, 2005). Additionally, the nurses and other staff working 
with these patients also react to the stigma of this diagnosis, often ignoring or avoiding BPD 
patients, providing minimal care, showing little empathy and distancing themselves (McGrath & 
Dowling, 2012). They owe these actions to the feelings of helplessness and frustration that arise 
from treating BPD patients (McGrath & Dowling, 2012). When Markham (2003) evaluated the 
effects that the BPD diagnosis had on staff attitudes and perceptions as compared with a 
schizophrenia diagnosis, he discovered that staff wanted more social distance from BPD patients, 
whom they also found to be more dangerous. 
 The negative attitudes toward these patients confirm the negative stereotypes and are what 
lead to the next level of stigma; self-stigma. Rusch et al. (2006) assessed self-stigma among 
women with BPD and women with social phobia, to find that women with BPD endure more 
self-stigma because of the label they carry as “mentally ill” which is adapted due to their 
recurrent hospitalizations, scars, and interpersonal problems. They additionally found that 
stereotype awareness correlates with proneness to shame, in this case meaning that when women 
with BPD become aware of their stereotype “mentally ill”, this label leads to feelings of shame. 
Consequently, shame may prevent these women from actually seeking treatment. Be that as it 
may, with the negative attitudes exhibited by mental health workers, shame is just one part of the 
self-stigma that leads to the diminished self-esteem of BPD patients. 
 Research so far has only focused on mental health workers' positions and perceptions of 
BPD, but the public's preferences regarding this illness have, to our knowledge, never been 
measured before. While this diagnosis carries a lot of stigma for those that recognize it and work 
around it, it can be questioned whether the general public has any knowledge regarding this 
disorder, and if this knowledge contributes to promoting negative attitudes. Moreover, if stigma 
indeed is witnessed with regards to mental illnesses as Smith et al. (2012) suggest, the impact it 
will have on the public’s WTP of BPD needs to be examined. Our study is the first attempt at 
examining the effect of stigma on health state valuation of BPD, as all information gathered will 
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break new ground on BPD valuation research. As BPD is described by the DSM-5 (APA, 2013) 
to be a very severe mental illness, one would expect that if a cost-utility analysis were to be 
conducted, with the public's preferences evaluated, a health state describing BPD1 will receive a 
low health utility rating. The reasoning behind this follows the results of Smith et al. (2012), 
where mental illnesses were assigned a high burden, therefore it is expected that people will 
similarly assign a high burden to living a life with BPD, hence they will value it closer to death 
on a scale comparison ranging from zero (death) to one (perfect health). To that end, people 
should be willing to pay a large sum of their income per month for a cure. Be that as it may, 
Smith et al. (2012) suggest that stigma is an influential factor on people’s valuations of mental 
illnesses, thereby acting as a moderator on the relationship between health utility and WTP.  
 In addition to providing a first look at the public’s preferences of BPD as described by the 
given health state, this study has two aims: 1) to examine the relationship between health utility 
and people's willingness to pay for treatment of BPD and 2) to examine the moderating effect of 
stigma on this relationship. While health utility (as measured by the TTO) and WTP differ in 
many aspects, such as their theoretical frameworks, or their units of measure, they are both used 
in economic valuations to measure people’s preferences (Hammitt, 2002). Thereby, for the first 
aim of this study, it is hypothesized that health utility will be a significant predictor of the WTP 
for BPD. To examine the second aim of this research, the findings of Smith et al. (2012) are 
considered, and their possible explanation is now tested. If stigma indeed plays an influential role 
in economic valuations of mental illnesses as suggested, then it is hypothesized that stigma will 
moderate the relationship between health utility and WTP by lowering the WTP, in comparison 
to the burden of BPD. 
 
 
 
                                                 
1  BPD valuation in this research will follow the health state provided in Appendix A, which was created by the 
author specifically for this study. While BPD patients can exhibit various symptoms, it was decided that for this 
study a severe health state description would be provided, in accordance with guidelines from the DSM-5. 
Possible limitations that arise from this decision are discussed later on in this manuscript. 
BORDERLINE PERSONALITY DISORDER: UTILITY, STIGMA & WTP                             13 
 
2. Methods 
2.1 Research Design, Setting, and Participants 
To study the aims and answer the research questions stated above, a cross-sectional survey was 
conducted in Leiden, NL and surrounding cities, between the months of July and September 
2014. A research team of five clinical psychology master students worked together, with one 
faculty member's supervision. Recruitment of participants by the research team began in July, 
following approval of the research proposal, and ended when each member of the research team 
had obtained 35 interviews. Information flyers regarding this research were exhibited at multiple 
Leiden University buildings, such as the faculties of Social Science, and Law, Lipsius, Gorlaeus, 
and the main library, as well as at student housing facilities, such as Hooigracht and 
Kloosterpoort, for participant recruitment. Additionally, people passing outside the university 
buildings mentioned above were approached and informed about this research, and asked for 
their participation. Finally, the research team advertised about this study on the social media site 
Facebook, by posting flyers in Leiden university groups, and also on personal profiles that were 
shared and visible to the public. Interested participants made contact via email and an 
appointment was made with a member of the research team, for the date of the interview. The 
interviews were conducted at multiple university locations around Leiden, along with the homes 
of the participants in Leiden and surrounding cities. Participants had to fulfill inclusion criteria of 
1) being an adult aged 18 to 80 years old, 2) having residence in the Netherlands, and 3) being 
able to speak and understand the English or Dutch language. The research team also filed a 
request with the Leiden University Psychology Ethics Committee, which was approved in June 
2014. 
 
2.2 Procedure  
Each participant was interviewed by a member of the research team. Prior to this interview, 
participants received an email containing information about the interview, the informed consent 
form, and a link to the Community Attitudes towards the Mentally Ill (CAMI) questionnaire 
(Taylor & Dear, 1981), which was adapted in an electronic survey form through the 
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esurveys.com online platform. The participants were asked to fill out the CAMI questionnaire 
prior to the interview. An hour-long, semi-structured interview was prepared (in both Dutch and 
English), and practiced by the interviewees, which consisted of several different parts (see 
Appendix B). The interview began with brief background information about the research and 
interview process, and followed with the signing of the informed consent form, and the 
collection of demographic information. The participants were then asked to rate six different 
health states: borderline personality disorder, generalized anxiety disorder, autism, schizophrenia, 
anorexia nervosa, and attention-deficit hyperactivity disorder. With each illness, a health-state 
description was presented and read aloud to the participant first, which explained the disorder 
and accompanying symptoms. Each member of the research team studied, and hence composed, 
one health state description, using the known literature. To answer the research questions of this 
study, the health state description prepared for BPD was developed using information provided 
in the personality disorder chapter of the DSM-5 (APA, 2013), describing the effects of this 
disorder on social, physical, and psychological aspects. After reading the health state description, 
the respondent was asked to value the health state under consideration on the visual analogue 
scale (VAS), the time trade-off (TTO), and the willingness to pay (WTP), in agreement with cost-
utility and cost-benefit analyses (Hammitt, 2002; Johannesson, 1996; O'Brien and Viramontes, 
1994). The six health state descriptions were presented one at a time, and after completion of 
each valuation, the next health state was introduced and once again rated separately. To prevent 
from any possible bias, the health states, as well as the valuation methods TTO and WTP were 
randomized. As the interview came to an end, the participants were asked if they had any 
experience; personal, or from a family member or acquaintance, with any of the illnesses that 
were evaluated, and closing questions followed about possible thoughts and comments regarding 
this study. Finally, information on the goals of this research was provided. As some participants 
asked to learn about the results of this study, an informative email with the results will be sent 
out, but otherwise participants will not be contacted again. Only three participants were reached 
out for following the data collection because they were the winners of the raffle that awarded 
them each with a 50 euro compensation voucher from bol.com.  
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2.3 Measures  
         2.3.1 Self-report measures. 
 2.3.1.1 CAMI. The CAMI (Taylor & Dear, 1981), is a 40-item self-report questionnaire 
measuring attitudes toward the mentally ill, by using such items as “The mentally ill are a burden 
to society”. As mentioned, participants completed this questionnaire online, where five items 
were presented per page, and the participants could not go further unless they provided one 
answer for each item. Four different scales are evaluated in the CAMI; benevolence, community 
mental health ideology, authoritarianism, and social restrictiveness. The first two scales examine 
attitudes that support inclusion for the mentally ill in the community (i.e. “The best therapy for 
many mental patients is to be part of a normal community”), while the other two scales examine 
countering attitudes (i.e. “As soon as a person shows signs of mental disturbance, he should be 
hospitalized”). In this research, all four scales were combined and used as a mean measure of 
stigma. The 40 items of the CAMI are rated on a five point Likert-type scale ranging from 
1=strongly agree to 5=strongly disagree. Twenty of the items were reverse coded in order for a 
higher score to show more stigmatizing beliefs. Previous researchers conducted analyses 
regarding the psychometric properties of this questionnaire, and results show high correlation 
among the four scales ranging from 0.63 - 0.77 (Taylor & Dear, 1981). At a time when mental 
health in the Netherlands is seeing changes, and moving towards a more social perspective, the 
community emphasis placed by all four scales, and consequently, their high correlation, led to 
the combined use of all four scales as a measure of stigma. Reliability for the four scales is 
similarly high, with α = .68 for authoritarianism, α = .76 for benevolence, α = .80 for social 
restrictiveness, and α = .88 for community mental health ideology. Additionally, the extended 
study of this questionnaire by Taylor & Dear (1981) shows high internal, external, and construct 
validity, which further leads to its extensive use as a measure of stigmatizing attitudes.  
 
2.3.2 Interview measures. 
 2.3.2.1 Visual analogue scale. In the VAS, the participants were presented with a 100mm 
line, with 0 printed on one side, representing death, and 100 printed on the other side, 
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representing perfect health. They were then asked to place an X on the line, where they felt that 
the health-state description presented fits compared to the two other health states (death and 
perfect health) (Hammitt, 2002). The VAS has been found to have good validity, and very high 
internal reliability, ranging from 0.86 to 0.94 (De Boer et al., 2004; Torrance, 1987), and as 
results from the study conducted by De Boer et al. (2004) showed that the VAS has a moderate to 
high correlation with physical, psychological and social aspects of quality of life, it is thought to 
be a good measure of health-related quality of life. Additionally, VAS feasibility research 
conducted by Badia, Monserrat, Roset, & Herdman (1999) resulted in a lower burden for 
respondents when the VAS was used, therefore making it a simpler task for participants when 
compared to other valuation methods. Consequently, it was used in this research as a [simple] 
practice exercise. 
 2.3.2.2 Time trade-off. In the TTO (Torrance, 1972), the respondents had to make a choice; 
either live in a less-than-perfect health state for a certain amount of years, or trade some of those 
years in order to live in perfect health. While the TTO can be assed with giving participants a 
choice over living in this less-than-perfect health state for the next 10 or 20 years, as part of this 
research, Torrance's (1986) guidelines on using life-expectancy as a choice were followed. Each 
participant's life expectancy was calculated using information provided for the Dutch population 
by the Central Bureau of Statistics (www.cbs.nl) based on age and gender. In order to execute the 
TTO, the ping-pong method was utilized, with the help of a specially-designed board with two 
rulers, where the number of years in perfect health were reduced (on the ruler) until the 
respondent had no preference between life-expectancy in a given health-state, and a shorter life 
span in perfect health anymore. When dividing the number of years each participant prefers 
living in perfect health (in comparison to living this less-than-perfect health state), by their life 
expectancy, a health utility value is obtained ranging from 0 (closer to death) to 1 (closer to 
perfect health). The TTO has very high internal reliability, ranging from 0.77-0.88, in addition to 
high test-retest reliability which ranges from 0.87 after one week to 0.80 after six weeks of 
testing (Torrance, 1987). Moreover, the TTO has good criterion and construct validity, and when 
compared to the VAS, correlation between their median values is 0.94 (Badia et al., 1999). 
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However, respondents feel that the TTO best reflects their preferences (Badia et al., 1999), which 
is why this measure was chosen for the health utility valuations of this research.  
 2.3.2.3 Willingness to pay. In the WTP, the participants were asked about the maximum 
amount of money they would be willing to pay per month for a pill that would provide a cure for 
the symptoms described in a certain health state description. A WTP table was utilized for this 
valuation, created by the research team, and showing different amounts of money starting from 
10 and reaching 5000, in multiples of tens and hundreds. According to the literature, when 
conducting the WTP, an open ended question can be asked (i.e. how much are you willing to 
pay), or a bidding method can be utilized (O'Brien and Viramontes, 1994). The latter was used in 
this research, where the interviewer began by asking the participant if they would be willing to 
pay 10 euros per month, and then raised or lowered the amount of money until the maximum 
amount was obtained. If a respondent gave a positive answer for the 10 euros, the second bid was 
5000 euros. If that response was then negative, the next bid was cut in half (i.e. 2500 euros) and 
so on. The WTP has been found to have strong affiliation with household income, offering some 
proof for its construct validity, but at the same time causing great variation in the responses given 
(O'Brien and Viramontes, 1994). However, its test-retest reliability is relatively high at 0.66 
following a four week retest period (O'Brien and Viramontes, 1994). In this study, as income was 
an important factor, it was decided that the percentage of one's monthly income that they were 
willing to spend for treatment would be used as a measure of WTP. Therefore, to obtain the WTP 
percentage, one's WTP was divided by his/her monthly income, and multiplied by 100.  
 
2.4 Randomization and Statistical Analyses  
Using Microsoft Excel, the order of the six illnesses was randomized three times, in addition to 
randomization of the order of the TTO and WTP, for a total of six different forms of the 
interview script. A one-way ANOVA was performed to examine the effect of the randomizations 
on the TTO utility means and percentage of WTP means, to prevent from any bias due to the 
randomizations. With an additional one-way ANOVA, means were compared between the five 
different interviewers, to look for any experimenter bias. To examine the relationship between 
BORDERLINE PERSONALITY DISORDER: UTILITY, STIGMA & WTP                             18 
 
health state utility and WTP for BPD, a linear regression analysis was performed, with the TTO 
utility as the independent variable, and the percentage of WTP as the dependent variable. To test 
the hypothesis that stigma will act as a moderator on the relationship between health utility and 
WTP, a multiple linear regression was conducted. To examine the moderation effect of stigma in 
its interaction with the TTO utility, stigma was added to the regression as an independent 
variable, thereby the TTO utility and stigma were the independent variables, and the percentage 
of WTP was the dependent variable in the regression. Furthermore, an interaction variable (TTO 
x stigma) was computed and added to the regression as a second step. According to Aiken and 
West (1991), when you add an interaction effect into the regression it is best to center the data in 
order for a proper interpretation of the regression model and for lowering the effect of 
collinearity. Consequently, for this second analysis, the two independent variables were centered 
around the mean value of 0. The data was first examined for any possible outliers before 
conducting further checks to see if all the variables meet all other assumptions for regression 
analysis. All analyses were executed with IBM SPSS Statistics for Mac, version 22.0.0. 
 
 
3. Results  
3.1 Sample Characteristics and Descriptives 
A total of 184 participants were originally recruited, yet nine participants were not interviewed, 
as [for unknown reasons] they did not respond to their email messages regarding the interview 
appointment. The demographic information for the 175 participants that were included in this 
study is presented in Table 1. There were no missing values due to any experimenter or computer 
errors, and each researcher's data was cross-checked by another researcher two times before 
conducting any analyses. Additionally, descriptives for the three different outcome measures can 
be examined in Table 2. 
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Table 1 
Sample Characteristics (n=175)  
 Mean SD n (%) 
Age (years) 27.63 9.35  
Gender    
    Female   115 (65.7) 
Country of birth    
    Netherlands   114 (65.1) 
    Greece   28 (16) 
    Other   33 (18.9) 
Civil status    
    Married/living together/in a relationship    73 (41.7) 
    Single   96 (54.9) 
    Divorced/Widowed   6 (3.4) 
Years of education    
    Between 9-13 years   5 (2.9) 
    More than 13 years   170 (97.1) 
Employment     
    Student   115 (65.7) 
    Full-time paid work   27 (15.4) 
    Part-time paid work   17 (9.7) 
    Other   16 (9.2) 
Household income (euros/month) 1396 1024.44  
 
 
Table 2 
Measure Descriptives (n=175) 
 Mean SD St.Error Min Median Max 
TTO BPD (Health Utility) 0.37 0.27 0.02 0 0.36 1 
Stigma (a) 2.21 0.35 0.03 1.2 2.25 3.23 
WTP (%) (b) 139.28 209.42 15.83 0 65 1675 
(a) Measured on a scale from 1 – 5, where 1 = low stigma and 5 = high stigma. 
(b) Percentage of monthly income one is willing to pay for treatment. 
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3.2 Assumptions for Conducting Regression Analyses 
As previously mentioned, prior to conducting any analyses, the two independent variables 
(stigma and TTO) were centered around the mean and tests to check if the data meets 
assumptions for regression analysis were performed (Berry, 1993). First off, the distribution of 
the residuals looked skewed, which is sometimes caused by an extreme outlier. A multiple outlier 
was found, with a distribution of x2 (3) = 24.60, p < .01, causing that participant's data to be 
removed from further analysis. The demographic data of this participant was: single, male, 
student, 29 years of age, with an average income of 2500 euros per month. For the assumption of 
normality, the Shapiro-Wilk test resulted in a statistic of 0.60 for the WTP (%), showing that the 
distribution of the WTP (%)was indeed skewed (Field, 2009). To overcome this, the data was 
transformed using a log 10 transformation, with the addition of a constant (0.1) to the data. After 
transformation the WTP (%) showed a Shapiro-Wilk statistic of 0.99, and the histogram and Q-Q 
plot of the WTP(%) showed a normal distribution. To examine the assumption of 
multicollinearity, the correlations table and the variance inflation factor (VIF) were examined 
(Field, 2009). No strong, significant correlations were found between the independent variables, 
and collinearity statistics showed an average VIF of about 1, meeting the assumption of no 
perfect multicollinearity. To test for independent errors, the Durbin-Watson test was executed, 
resulting in a value of 2.23, meaning that the residuals are not correlated and the assumption is 
met (Field, 2009). Lastly, a final look at the graph of standardized residuals and standardized 
predicted values of the dependent variable, which looks like a random array of dots, points to the 
fact that the assumptions of linearity and homoscedasticity have been met (Field, 2009).  
 
3.3 Effect of Randomizations and Interviewers on Health State Utilities and WTP  
ANOVAs were conducted to look for any effect of the six randomizations on the TTO and the 
transformed WTP. Results are presented in Table 3 and Table 4. Similar analyses tested for 
effects due to the five different interviewers (see Table 5 and 6). No statistical significant 
differences were found due to the randomizations on either TTO or WTP for BPD (TTO: 
F(5,168) = 1.66, p = .147, SS = 0.56, MS = 0.11; WTP: F(5,168) = 0.79, p = .561, SS = 1.26, MS 
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= 0.25).  However, an interviewer effect was found on both the TTO (F(4,169) = 4.19, p = .003, 
SS = 1.08, MS = 0.27) and the WTP (F(4,169) = 11.92, p = .000, SS = 12.13, MS = 3.03) for 
BPD. Considering that a semi-structured interview was practiced and followed by all 
interviewers, and the health states, as well as the measures, were randomized, it was decided to 
not correct for the interviewer effect on the TTO. However, the interviewer effect on the WTP 
was corrected for in further analyses, as only one interviewer had considerably lower means on 
the WTP measure. To correct for this interviewer effect, a new dummy variable was created.   
 
Table 3 
Effect of Randomization on TTO Utility 
Source n Mean SD 
Randomization 1 30 -.05 0.24 
Randomization 2 27 .04 0.30 
Randomization 3 29 -.10 0.22 
Randomization 4 30 .05 0.25 
Randomization 5 30 -.02 0.28 
Randomization 6 28 .06 0.27 
Total 174 .00 0.26 
Note: No significant differences between the randomizations. 
 
Table 4 
Effect of Randomization on WTP (%) 
Source n Mean SD 
Randomization 1 30 1.76 0.56 
Randomization 2 27 2.00 0.49 
Randomization 3 29 1.80 0.53 
Randomization 4 30 1.81 0.53 
Randomization 5 30 1.72 0.61 
Randomization 6 28 1.85 0.66 
Total 174 1.82 0.56 
Note: No significant differences between the randomizations. 
 
BORDERLINE PERSONALITY DISORDER: UTILITY, STIGMA & WTP                             22 
 
Table 5  
Effect of Interviewer on TTO Utility 
Source n Mean SD 
Interviewer 1 34 -.02 0.27 
Interviewer 2(a) 35 -.12 0.21 
Interviewer 3(b) 35 .08 0.29 
Interviewer 4(c) 35 .09 0.24 
Interviewer 5 35 -.04 0.24 
Total 174 .00 0.26 
Note: (a) significant from (b) at p = .013, (a) significant from (c) at p = .006 
 
Table 6  
Effect of Interviewer on WTP (%) 
Source N Mean SD 
Interviewer 1 34 1.84 0.57 
Interviewer 2 35 2.05 0.47 
Interviewer 3 35 1.86 0.57 
Interviewer 4 35 2.04 0.43 
Interviewer 5(a) 35 1.33 0.46 
Total 174 1.82 0.56 
Note: (a) significant from all others at p = .000 
 
 
3.4 Multiple Regression Analyses Examining Health State Utility and Stigma as Predictors 
of WTP for BPD 
As previously mentioned, it was decided to correct for the interviewer effect on the WTP by 
creating a new dummy variable where a value of 0 was assigned to four of the five interviewers, 
and a value of 1 was assigned to the interviewer with the low mean WTP responses. After 
transformation to meet assumptions, the dependent variable, the WTP (%),  had a new mean 
value of 1.82 (SD = 0.56). To test the first hypothesis of this study, a two-step multiple regression  
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analysis was performed to study the effect of the TTO2 on the WTP for BPD, where the 
interviewer dummy variable formed the first step in the regression, and the TTO was added in 
the second step. Results can be examined in Table 7; the first step shows that there is an 
interviewer effect (β = -.442, p = .000). The interviewer effect explains 19.5% of the variance of 
the WTP (p = .000), and when the TTO is added to the model, with a significant beta value of -
.164 (p = .016), it adds significantly to the prediction of the WTP ( ∆R2  = .027, p = .016).  
To test the second hypothesis of this study, a three-step multiple regression analysis was 
conducted to examine if TTO utility for BPD, stigma, and their interaction effect are significant 
predictors of the WTP for BPD. The interviewer dummy variable formed the first step in the 
regression, stigma and the TTO formed the second step, while the interaction variable was added 
in the third step; the model summary can be seen in Table 8. The first step of the regression 
model shows that there is an interviewer effect, with a beta value of -.442 (p = .000). Regarding 
the prediction of the WTP, the interviewer dummy accounts for a significant percentage of the 
variance of the WTP (R2 = .195, p = .000). However, when the TTO and stigma are added to the 
regression in the second step, they do not add significantly to the prediction of the WTP (∆R2  = 
.027, p = .056), even though the TTO is significant (β = -.163, p = .019). When the interaction 
variable is further added in the third step, only an additional 0.9% (p = .170) of the variance is 
accounted for.  
 
Table 7 
Summary of Regression Analysis for TTO as predictor of WTP for BPD  
Variable   B  SE B β  R R2  ∆R2 
Step 1    .442 .195** .195 
    Interviewer Dummy Variable -.620 .096 -.442**    
Step 2    .471 .222* .027 
    Interviewer Dummy Variable -.636 .095 -.453**    
    TTO BPD -.352 .145 -.164*    
Note: *p < .05, **p < .01 
                                                 
2 Since there is no interaction variable in this model, the original TTO values were used for this analysis (not the 
centered data).   
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Table 8 
Summary of Regression Analysis for predicting WTP for BPD  
Variable   B  SE B β  R R2  ∆R2 
Step 1    .442 .195** .195 
    Interviewer Dummy Variable -.620 .096 -.442**    
Step 2     .471 .222 .027 
    Interviewer Dummy Variable  -.638 .097 -.454**    
    Stigma Centered .010 .114 .006    
    TTO BPD Centered -.350 .148 -.163*    
Step 3     .480 .231 .009 
    Interviewer Dummy Variable  -.640 .097 -.456**    
    Stigma Centered -.011 .114 -.007    
    TTO BPD Centered  -.350 .147 -.163*    
    Interaction Stigma/TTO -.593 .430 -.094    
Note: *p < .05, **p < .01 
 
3.5 Post-hoc Analysis  
According to previous literature on BPD, mental health workers react negatively to this 
diagnosis, and treat BPD patients differently from others, often ignoring and avoiding them, or 
providing little care and empathy (Filer, 2005; Aviram, Brodsky, & Stanley, 2006; McGrath & 
Dowling, 2012). Therefore, it was speculated that any experience with BPD could affect the 
results of this study, namely by influencing the valuations of the TTO and the WTP. To see if 
experience indeed had an effect, a new dummy variable was created for experience and entered 
into the regression, where a value of 0 was assigned for no experience, and a value of 1 was 
given to participants that had any experience with BPD. The interviewer dummy variable formed 
the first step in the regression, the new experience dummy variable was entered as the second 
step, followed by the independent variables as before in steps three and four; results are 
presented in Table 9. In the first step, the interviewer effect is seen again, with a beta value of -
.442 (p = .000). When experience is added in the second step, it is not a significant predictor of 
the WTP (β = .060, p = .381). When the independent variables are added in the third step, the 
TTO is again significant and with a beta value of -.168 (p = .016), it adds significantly to the 
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prediction of the WTP (∆R2  = .030, p = .039). When the interaction variable is entered in the last 
step, the model is no longer predicted (∆R2  = .008, p = .175). 
 
Table 9 
Summary of Regression Analysis for predicting WTP for BPD with added predictor 
“Experience” 
Variable   B  SE B β  R R2  ∆R2 
Step 1    .442 .195** .195 
    Interviewer Dummy Variable  -.620 .096 -.442**    
Step 2    .446 .199 .004 
    Interviewer Dummy Variable -.618 .096 -.440**    
    Experience .068 .077 .060    
Step 3    .478 .229* .030 
    Interviewer Dummy Variable -.642 .097 -.457**    
    Experience  .099 .080 .087    
    Stigma Centered .052 .118 .032    
    TTO BPD Centered -.361 .148 -.168*    
Step 4     .487 .237 .008 
    Interviewer Dummy Variable -.644 .097 -.459**    
    Experience  .097 .080 .086    
    Stigma Centered .030 .119 .019    
    TTO BPD Centered -.361 .147 -.168*    
    Interaction Stigma/TTO -.585 .429 -.093    
Note: *p < .05, **p < .01  
 
 
4. Discussion 
In this study, the general public evaluated six different mental illnesses; borderline personality 
disorder, schizophrenia, generalized anxiety disorder, attention-deficit hyperactivity disorder, 
anorexia nervosa and autism. The VAS, TTO, and WTP were used for these valuations, and 
stigma towards mental illness was measured using all four CAMI scales. The first aim of this 
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study was to examine the relationship between health utility and WTP for BPD. As an 
interviewer effect was found on the WTP, this was corrected for in all our analyses. It was 
originally hypothesized that the TTO would significantly predict the WTP for BPD. This first 
hypothesis was proven with our results, thereby from this study, we can conclude that the TTO is 
indeed related to the WTP. Accounting for 22.2% of the variance of the WTP, the TTO is a 
significant predictor in our model. 
Previous studies regarding the use of the TTO and WTP for economic valuations are 
ambiguous as to whether these two instruments can be used together or interchangeably, and 
various conclusions have been made about the constructs that each instrument measures 
(Blumenschein & Johannesson, 1998; Kontrodimopoulos & Niakas, 2006). When Blumenschein 
and Johannesson (1998) measured health utilities and WTP in patients with asthma, they found a 
very low correlation between the TTO and WTP (-.07, ns), and suggested that this might mean 
that these two instruments are not measuring the same preferences. However, they also argued 
that due to the difficulty of these measures [where you have to imagine a hypothetical situation], 
random errors occur, and a large sample size needs to be tested in order for concrete conclusions, 
whereas their study had a sample size of only 69 patients. Yet, they also stress the affiliation of 
the WTP with income, as WTP responses went up as income increased. On the other hand, 
Kontrodimopoulos and Niakas (2006) found a significant negative correlation between the TTO 
and WTP (-.198, p < .01) for end stage renal disease patients, arguing that, as expected, when 
health utility decreases, WTP increases. Their results are congruent to our findings, in which a 
low health utility for BPD led to a high percentage of WTP.  
Yet, previous studies have suggested [but not measured] that with respect to mental 
illness stigma is an influential factor in health utility valuations, thereby stigma was measured in 
this study and analyzed as a moderator. Contrary to what previous researchers have implied 
(Pyne et al., 2009; Smith et al., 2012), the results of this study show that stigma does not 
influence the relationship between health utility and WTP for BPD. Consequently, the second 
hypothesis is not proven as stigma does not lower the WTP, in comparison with the burden of 
BPD, as was expected. Looking at the main analysis conducted however, the effect of the TTO 
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can still be witnessed on the WTP with significant TTO beta values in all steps of the regression. 
Yet, when stigma is added as a moderator, the prediction of the WTP loses significance.  
While stigma did not act as a moderator as originally hypothesized, literature on BPD 
suggests that experience and contact with this disorder are responsible for raising the public 
stigma (Aviram et al., 2006; Filer, 2005; Markham, 2003; McGrath & Dowling, 2012; Veysey, 
2014). Therefore, to examine any possible effect of experience on the WTP, post hoc, experience 
was controlled for in the regression. It was assumed from the literature that experience would 
correlate with stigma, thereby experience would lead to high stigma, which in turn should 
influence the WTP. Nevertheless, this was not the case, as experience did not have a significant 
impact on the WTP. These results could be due to the fact that experience is not the only factor 
that raises stigma toward mental illnesses.  
Studies researching the reasons that these illnesses carry so much stigma point not only to 
problems with experience, but also with education (Corrigan et al., 2005). First off, contact with 
people suffering from such illnesses is at a minimum, and secondly, the public is supplied with 
misleading information regarding mental health, such as that mentally ill people are dangerous, 
which usually aids in raising the public stigma (Corrigan & Watson, 2002). However, this does 
not seem to be the case in the Netherlands, as the participant mean stigma value (2.21) fell below 
the median point on a scale from 1 to 5. One could argue that the general public in the 
Netherlands is well informed and educated regarding mental illnesses, thereby lowering the 
public stigma. Consequently, low stigma would not then influence the WTP as was originally 
hypothesized. On the other hand, it can also be speculated that the sample population of this 
study is the reason that stigma was not influential. The majority of the sample interviewed was 
university students (65.7%), and specifically, psychology students, who are expected to be more 
empathetic, and armed with more knowledge regarding mental illness. Myyry and Helkama 
(2001) confirmed this belief when they investigated university students' values, and found that 
social science students held more empathetic beliefs compared to business and technology 
students. Thereby, it is most likely that most psychology students do not have stigmatizing 
beliefs toward the mentally ill, hence, stigma in this rater group would be lower. Finally, the 
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CAMI scales were used in this research to measure stigma in general, and not specifically for 
BPD, which is another possibility for the results obtained. Not all mental illnesses carry the same 
amount of stigma, and following literature on BPD one would expect this disorder to have very 
high stigma ratings, had stigma been measured separately for each health state.    
Unlike most research on BPD (Aviram et al., 2006; Filer, 2005; Markham, 2003; 
McGrath & Dowling, 2012; Veysey, 2014), which confirms that experience with this specific 
disorder raises stigma, previous stigma research (Sevigny et al., 1999; Song, Chang, Shih, Lin, & 
Yang, 2005) actually points to the fact that more contact with the mentally ill allows for more 
accepting attitudes. When community attitudes toward mental illness were measured in other 
countries using the CAMI scales, experience did act as an influencing factor, raising people’s 
ratings. In China, statistically significant differences were found between doctors and nurses, 
with doctors, who have more experience, showing more positive attitudes compared to the nurses 
(Sevigny et al., 1999). In Taiwan on the other hand, the general public seemed to be more 
accepting of the mentally ill, but once again, direct contact with mental illness led to even more 
accepting attitudes (Song et al., 2005). Unfortunately, from the total sample population of this 
study, only a few participants had ever had direct contact with someone suffering from BPD, and 
since stigma towards BPD was not specifically measured, it is not possible to make strong 
conclusions on how this experience affected our results.  
Furthermore, our results are novel in that not only is this the first time that health utility 
and WTP have been measured for BPD, but also since they do not follow previous patterns of 
WTP results found in the literature regarding mental illnesses. Smith et al. (2012) found that 
adults in the USA assign a higher burden to mental illnesses compared to physical illnesses, but 
they are not willing to pay a large percentage of their income per month for treatment (about $77 
per month for depression compared to $110 per month for blindness). Our results show that 
adults in the Netherlands assign BPD a low health utility of .37 (therefore rating it closer to death 
and similarly with higher burden), but at the same time they are willing to pay almost 140% of 
their income per month for a cure. 
After thoughtful consideration, it was decided that these results are most likely due to the 
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study sample, where of the 175 participants interviewed, 115 were students. As previously 
mentioned, the WTP has strong affiliation with household income (O’Brien & Viramontes, 
1994), thereby income is an important factor for measuring WTP. In a student majority sample, 
this could lead to vast variability in the responses given, since students do not have steady 
income yet, therefore it can be difficult to imagine allocating a certain amount of money every 
month for treatment, as the WTP asks. Furthermore, students often assume that they will all have 
respectable jobs in the future and will be making a lot of money, therefore they would be willing 
to pay a great sum every month for treatment. It can be argued that the student sample is 
responsible for these unexpected WTP preferences.  
When considering alternative possible explanations for these results, literature on the 
WTP offers added enlightenment. There are various issues relating to the WTP measure, 
however, it is most often used for conducting cost-benefit analysis (O'Brien & Viramontes, 
1994), thereby it was chosen for this research. Yet, some limitations need to be discussed which 
could have influenced our results. One factor that needs to be considered is the starting point 
bias, which could have an effect on the results when a bidding game approach is utilized 
(O'Brien & Viramontes, 1994), as was in this study. When conducting the bidding game, one 
could start the bidding with the lowest value (10 euros per month), or the highest value (5000 
euros per month). According to the results O'Brien and Viramontes (1994) obtained, significance 
was not found for differences between starting bids, therefore considering the study's population 
sample, which consisted of a majority of unemployed students, the bidding began with 10 euros. 
However, the participants were not advised to keep their income in mind when placing a bid 
[considering they mostly do not have a stable income yet], and consequently, this resulted in a 
very large range of WTP responses. When percentage of WTP was calculated with respect to 
monthly income, the range still remained large, with 0% as the minimum and 1675% as the 
maximum, making the results quite difficult to interpret, and causing the WTP to have a skewed 
distribution.  
This skewed distribution is a second factor that could have swayed the results of this 
study. Still, according to Zumel and Mount (2014), monetary amounts [such as the WTP] are the 
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most common source of skewed distributions. Thereby the distribution was expected to be 
skewed, even before the data was collected. To overcome this second limitation, Zumel and 
Mount’s (2014) guidance was followed; they stress that monetary amounts are lognormally 
distributed, meaning that the log of the data is normally distributed. Hence, since a log 
transformation restores symmetry, this was considered and executed resulting in a normal 
distribution.  
Interestingly enough, other than the WTP, when comparing the health utility values 
obtained for BPD in this study, with values acquired for similar health states in previous quality 
of life studies, our results also seem to differ (Fernandez et al., 2010; Roberts, Lenton, 
Keetharuth, & Brazier, 2014). As always, to our knowledge, and following an extensive literature 
search, health state utilities and WTP have not been investigated in BPD before, and therefore 
results cannot be fully compared to other studies. Yet, it is very interesting to look at, consider, 
and think about these findings. Quality of life research in the UK has led to higher utilities for 
mental illnesses than the ones obtained here, with long-term depression receiving the lowest 
utility at 0.532, and personality disorders (general) receiving a utility of 0.648, which is almost 
twice the value acquired for BPD in this research (Roberts et al., 2014). Moreover, the general 
public in Spain also valued mental illnesses with higher utilities than the ones obtained here; 
once again with major depression receiving the lowest utility value at 0.527 (Fernandez et al., 
2010).  
It has already been stressed that one of the most important factors in economic valuations 
is the health state description provided, and the results of these studies could be due to just that. 
Health state descriptions are developed using different methods, and these differences can lead to 
variability in the utility ratings (Peeters & Stiggelbout, 2009). Both of the studies above used 
health state descriptions based on standardized health utility indexes, namely, the Short Form – 6 
Dimension (SF-6D) and the EuroQol – 5 Dimension (EQ-5D), which are commonly used in 
health state valuations. The SF-6D is a classification system that values health states in six 
dimensions; physical functioning, role limitations, social functioning, pain, mental health, and 
vitality (Fernandez et al., 2010).  It was created from the Short Form 12 (SF-12) questionnaire, 
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originally derived from the Short Form 36 (SF-36) health survey, which is a self-report 
questionnaire typically used to assess a patient’s health (Roberts et al., 2014). The EQ-5D is 
similarly a brief questionnaire asking about five specific aspects of a certain health state; 
mobility, self-care, usual activities, pain/discomfort, and anxiety/depression (Roberts et al., 
2014).  
On the other hand, the health state description for BPD provided in this research was 
developed by the author specifically for this study, and was not based on a standardized health 
utility index. Had someone else developed a description for BPD, using the EQ-5D for instance, 
differences would be seen between the two, and the results would surely be affected. Yet, when 
measuring changes in quality of life, Van de Willige et al. (2005) concluded that when the EQ-
5D is used for assessing psychiatric health states, most focus is on the physical components and 
not the psychological or social aspects which are of most importance in mental illnesses, and 
especially BPD. Therefore, it seems as if the EQ-5D would not be the best choice for the 
development of a BPD health state. However, even if a different description was developed, not 
based on a health utility index, variability would still be witnessed. For example, if one 
description states that a person living with BPD does not experience problems at work, or that 
they do not perform self-harming behaviors, and another description states that a person with 
BPD cannot work, has many interpersonal problems, and is constantly in and out of the hospital, 
ratings for the two different health states would surely be different. However, a valid and reliable 
description for BPD does not, and could not theoretically exist, since illnesses present differently 
in various people and go through many different phases. To try to overcome this limitation for 
the purposes of this study, the health state description provided for BPD followed the 
symptomatology stated by the DSM-5 (APA, 2013), which provides a holistic approach for each 
diagnosis and is used widely around the world. Thus, it can be speculated that the higher utilities 
other studies obtained for mental illnesses were due to the differences in the development of the 
health state descriptions.   
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4.1 Limitations 
Even after a three-month period of thorough planning and designing of this study, some 
additional limitations could not be avoided and need to be mentioned. First off, the general 
public was chosen as the target participant group, but some sample selection biases can be 
witnessed. As previously mentioned, the sample had a majority of students (65.7%). With 
students as participants, other than the factors regarding income and education acknowledged 
earlier, motivation for participation is a factor that can influence the sample and should be 
examined. For this study, recruitment was carried on during the summer months, where no 
students were registered for classes yet, therefore university credit was not awarded for 
participating. Thus, motivation for being a part of this study was similar for everyone and should 
not have affected the results. However, with this sample one could argue that external validity is 
threatened, because the general public is not made up of a majority of students. Therefore, it is 
very plausible that a selection bias influenced this research, and results cannot be generalized to 
the common public.  
 Furthermore, as the research team was composed of Dutch and international students, two 
versions of all research materials were made, in Dutch and English. A critique could be made 
about the differences that can always be found between different languages. To overcome this 
limitation, three members of the research team worked on translating all materials, and many 
revisions were made and checked until all translated materials matched the originals as close as 
possible. Interestingly enough, an interviewer effect was found on the TTO for one member of 
the team. A post hoc Bonferroni correction showed that this effect was only significant between a 
pair of interviewers. It was decided that since the interview was semi-structured, well-practiced, 
and all other interviewees had similar results, this effect was most likely due to chance.  
 Lastly, it was also discussed that preferences with regard to valuations vary depending on 
the rater group (De Wit et al., 2000). In this study, the general public was evaluated, with 
inclusion of very few former or current patients. As patients' valuations are usually biased 
because they allow their experience to influence their results (Peeters & Stiggelbout, 2009), the 
public's valuation was considered the best choice. Yet, some interesting comments were noted 
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during the interviews which make it obvious that not only experience, but also a rater’s point of 
view influences their valuation. This can be illustrated by a common comment given by 
participants that were mothers: “I would not mind suffering from this disorder, but, if my child 
had it I would sell everything in order to be able to pay for treatment.” Hence, while these 
mothers seemed to provide lower WTP preferences when compared to other participants, their 
comments offered insight into how ratings would have differed had they been asked to rate these 
illnesses not for themselves, but from their child’s point of view.  
   
4.2 Directions for Future Research   
Reflecting on the results and the limitations of this study, one could suggest many directions for 
future research. First off, the sample population of this study was not representative of the 
general population. Taking this limitation in regard, one could replicate this study with a larger 
sample size, taken from various age groups, with various employments and income. Further, as 
there is still an ongoing debate on whose preferences should be valued, future studies should 
include participants from all rater groups, such as current and former patients, their family 
members, and the general public. With this in mind, results can be analyzed separately with 
regards to the rater groups so a clearer picture of the difference in valuations can be presented. 
This is especially important for BPD as valuation research is lacking in this serious illness, and 
previous studies have found differences between the various rater groups for other disorders. As 
the literature suggests, BPD patients experience self-stigma, and those around them hold even 
more stigmatizing attitudes (Aviram et al., 2006; Filer, 2005; Markham, 2003; McGrath & 
Dowling, 2012; Rusch et al., 2006). This effect of stigma would certainly be seen within the 
various rater groups. When Pyne and colleagues (2009) measured the general public’s 
preferences for depression, as compared to patients’ preferences, they found that depressed 
patients actually give lower valuations to their health state than the general public. Furthermore, 
former patients’ preferences were more similar to the general public than to current patient 
scores. One can only guess that regarding BPD results will be similar; however many further 
studies need to conducted before that conclusion can be drawn.    
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 Following the limitations of the WTP as a measure in general, there exists a strong need 
for a new instrument to be utilized in cost-benefit analyses. For the past years, one had no choice 
but to use what was available; however, the strong affiliation of income with the WTP (O'Brien 
& Viramontes, 1994), in addition to the personal perspective that becomes associated with the 
rating, leads to immense heterogeneity in the participants' responses. Additionally, since it 
describes a hypothetical situation, it might raise cognitive complexity and become difficult for 
some respondents to understand, imagine, and implement. Future research should focus on 
creation of a new instrument or approach to measure the WTP. This suggestion sounds difficult 
to execute, but, so far, a few recent studies have been conducted with a modified Relative Social 
– Willingness to Pay (RS-WTP) instrument (Richardson, Iezzi, Sinha, & McKie, 2010). This 
newly developed instrument asks for one’s preference between one health state or service 
relative to another, given a fixed budget, and thereby foregoing the affiliation with wealth and 
income. Results already show good reliability and values similar to those of the TTO, with a 
correlation of 0.93 between the two different measures (Richardson et al., 2010). Had this new 
instrument been used in this study, there would be no doubt if wealth had indeed influenced the 
student preferences, as well as the general public's preferences. Moreover, giving the raters a 
fixed choice would most likely not cause the distribution of the WTP to be skewed. Finally, 
research is still lacking with respect to the validity and the reliability of the original WTP. As this 
measure is still commonly used, future research should strive to test its psychometric properties.  
 Moreover, as this was the first time [to our knowledge] that BPD was evaluated in quality 
of life research, many suggestions can be made for future studies. It has been discussed how 
health state descriptions play an important role in the valuation process, therefore, different 
descriptions for BPD need to be created, using assorted criteria, aspects and phrasing, since BPD 
does not have a stable progression and outcome. People with BPD go through different phases 
while dealing with their illness, and one common health state description does not fit all possible 
outlooks of this disorder. While in this study the public was interviewed, further studies need to 
be conducted where patients, former patients, as well as their close ones should be asked to rate 
BPD. It has already been established that different rater groups are responsible for different kinds 
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of bias, however, various preferences should be gathered and analyzed for a more complete 
picture. Furthermore, the different instruments for measuring health utilities, such as the VAS, 
TTO, and SG, need to be analyzed and compared between them for BPD valuation specifically, 
which is also something that has never been done before. It is of great importance to discover if 
they all provide similar utilities for BPD and can be used alone, together and/or interchangeably 
for economic valuations.  
 All suggestions above relate to quality of life research, but, for the future of  
psychological research, one would want to know how and if stigma plays an influential role on 
different mental illnesses. This study concluded that stigma (as measured by the CAMI) does not 
influence the WTP for BPD, but it is still unknown if stigma has more or less of an effect on 
other mental illnesses. Future studies should focus on measuring stigma with respect to each 
distinct mental disorder, because as previous studies have shown, different illnesses receive  
assorted utility values. Hence, one could rationally assume that they will also receive different 
stigma ratings. Results can then be analyzed and compared for the different disorders, leading to   
a more spherical knowledge of not only BPD, but also of many other mental illnesses.   
 
4.3 Conclusion 
Based on the findings of this study, it can be concluded that the TTO is a significant predictor of 
the WTP for BPD, yet, stigma does not seem to influence this relationship. Previous researchers 
have found various results regarding the influence of the TTO on the WTP for other disorders, 
however, as these two instruments have not been used together in BPD valuation before, our 
results provide a new and original addition to the literature. With regards to stigma, previous 
studies have suggested an influential role when other mental illnesses, such as depression or 
schizophrenia, are evaluated. Yet, it can be argued that BPD has a very high burden, therefore 
this is one of the reasons that stigma does not moderate the relationship between health utility 
and WTP. Be that as it may, it's already been discussed that our results could have been affected 
by the certain health state description provided, which describes BPD in a fairly negative light. 
Yet, this description was based on specific symptoms described in the DSM-5 (APA, 2013), 
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making it valid in illustrating this disorder. Moreover, BPD literature suggests that experience 
and contact with this disorder leads to tremendous stigma, nevertheless, this was not the case 
with our results, as experience also did not affect people's valuations of BPD.  
 From this study, the established relationship between the TTO and WTP, without a 
moderating influence of stigma, is good news for the future of medical decision making. It leads 
to the conclusion that these two measures can both be used in economic valuations, however, as 
this was the first time that people's valuations for BPD were identified, more research needs to be 
conducted before health state decisions are made regarding spending and treatment of this 
disorder. Yet, following these first, preliminary results, the general public seems to be in favor of 
allocating a large sum of money towards treatment of this severe mental illness. Still, of great 
importance is the affiliation of income with the WTP, which could have led to these results.  
Nevertheless, research is lacking with regards to BPD in general, and there might be additional 
factors of influence in people’s preferences that have not been explored in this study. In order for 
decision makers to correctly allocate funds for BPD and provide cost-effective treatment, the 
burden of this disorder needs to be measured using various health-state preference measures, the 
WTP should be elicited given a fixed budget [foregoing the connection with income], and 
various rater groups should be asked to evaluate a diverse range of BPD health states. Only then 
will there be enough scientific evidence to make strong conclusions about people’s preferences 
regarding this serious psychiatric illness.  
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Appendix A 
Borderline Personality Disorder Health State Description  
Imagine living with a disorder that controls the way you feel about yourself, how you relate to 
others and how you behave. You have a distorted self-image, feelings of worthlessness, anxiety 
and depression, unpredictable mood swings which cannot be controlled, and emotional 
instability, where you often experience intense negative emotions, such as rage, shame, or 
feelings of emptiness and loneliness. All of these symptoms create difficulties in completing your 
education, keeping a job, setting goals for the future and maintaining friendships. You often 
believe, hear, and see things that other people do not, which cause you to isolate yourself and 
refrain from social activities. Immense fear of abandonment leads to intense and unstable 
personal relationships alternating between extremes of idealization and devaluation of the other. 
You gamble once a week, have unprotected sex and rarely consider the consequences of your 
actions. Finally, self-harming behaviors and occasional suicide attempts lead to frequent 
hospitalizations. 
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Appendix B 
Interview Script (English version) 
Introduction 
Information for the interviewer 
Text in this font is for the interviewer and usually involves interview instructions. 
Text in this font is for the interviewer and usually involves background information or explanation of the 
questions. 
Regarding the questions, give as little explanation as possible explanation If necessary, you can 
provide a neutral explanation; don’t mention any suggestive examples. 
The interview consists of several parts that always start with a title. 
If necessary breaks can be inserted between the various parts. Between the various parts breaks can 
be inserted if necessary. 
 
First mention the following points 
1. Brief personal introduction  
Thank the respondent for his/her willingness to participate in the interview. Introduce yourself as an 
interviewer but keep it short. 
 
2. Information about the interview  
As you know, this study focuses on the willingness to pay for treatment of mental illnesses. I will start with 
asking you some questions about yourself followed by questions about how you think your quality of life 
would be if you would have a mental illness. The questions are about 6 different mental illnesses. Many 
people find some questions difficult to answer. If there is anything you find difficult, you can mention this to 
me and I will help you. 
 
3. Duration of the interview  
The interview takes about an hour. Breaks can be inserted if necessary. 
 
4. Anonymity and confidentiality 
It is my duty as an interviewer, to treat your data confidentially. The answers that we collect will only be used 
in this scientific research. When the study period is over, it will not be possible to look up whom the answers 
originated from. 
 
5. Do you have any questions? 
We wi l l  now s tar t  the interview.  
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General information 
We will start with some general questions. 
1 What is your date of birth?   
/ 
  
/ 
    day/month/year 
2 What is your gender?  
 male 
 female  
 
3a What is your mother’s country of birth?  
 The Netherlands  
 Turkey  
 Morocco 
 Surinam/Netherlands Antilles 
 other, namely:  ...........................................................................................................................................................    
3b      What is your father’s country of birth?  
 The Netherlands 
 Turkey 
 Morocco 
 Surinam/Netherlands Antilles 
 other, namely: …………………………………………………………………………………………………. 
 
3c      What is your country of birth?  
 The Netherlands 
 Turkey 
 Morocco 
 Surinam/Netherlands Antilles 
 other, namely: …………………………………………………………………………………………………. 
 
4 What is your civil status? Give the best possible answer it is not possible to give two or more answers.  
 married or living together 
 widow or widower 
 divorced 
 in a relationship 
 single  
 other, namely:    
5 Do you have any children?  
 no 
 yes 
If yes, how many of your children live at home? ………..… 
And how many children have left home?  …… 
 6 How many years of education have you had? 
 less than nine years  
 between nine and 13 years 
 13 years or more 
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 8 What is your current employment situation? (Multiple answers are possible.) 
 fulltime paid work 
 parttime paid work 
 freelancer (parttime) 
 freelancer (fulltime) 
 mainly housework 
 sickness benefit 
 unfit for work 
 (early) retirement 
 student 
 unemployed 
 other, namely.:  ...........................................................................................................................................................   
9 What is your household income? 
………………………………. 
If the respondent does not want to answer this question, ask if he/she would be willing to share in which of the 
following categories his/her income fits. 
 < 500 
 500 -1000 
 1000-2000 
 2001-3000 
 3001-4000 
 4001-5000 
 5001-6000 
 6001-7000 
 7001-8000 
 > 8000 Could you indicate, with a certain range, how much: ……………………. 
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 In the following parts of the interview I will ask you to evaluate different mental illnesses. In total you will evaluate 
six different illnesses in three different ways. The first illness I would like you to evaluate is……….. 
Part B. Evaluation of the health state 
 
Now I will read you the first health state description. 
Place the card with the health state in front of the respondent.  
Imagine that you suffer from (name illness), as is described here. This means that: 
Read the text on the card out loud. 
You might have to explain that the respondent needs to imagine that he/she has to place 
him/herself in the situation. It’s about leading your own, current life, only now with the 
disabilities as described on the card.  
We will ask you to rate this illness in three different ways. The health state description will 
remain on the table so you can reread it if necessary. 
 
VAS evaluation 
Take appendix (name illness). 
For the first evaluation I want to ask you to compare this health state with two other health states, namely having 
perfect health and being dead. With perfect health we mean: experiencing a total sense of well-being in physical, 
emotional/psychological and social areas. 
We want to ask you to indicate on the line below how good or bad you evaluate the health state as described 
here, in comparison to having perfect health and dead. You can do this by placing an x-mark (X) somewhere 
between 0 and 100. 0 means being deceased and 100 means having perfect health. 
Let the respondent point out a spot on the line or mark a spot him/herself. When the respondent is unable 
to do this because of a physical handicap, ask him/or to describe the point. Start in the middle of the line. 
 
Depending on the randomization either WTP or TTO is next. 
 
The Willingness to Pay health state 
We will continue with the next evaluation. I want to ask you to imagine once more that you are experiencing the 
described health state. How much would you be willing to pay to be free of (name illness). Imagine that there is 
a pill that will guarantee that you will never experience (name illness) again, as long as you take this pill for the 
rest of your life. If you don’t take this pill you will experience (name illness) as described here for the rest of 
your life. However, costs of this pill are not yet covered by insurance companies, so you will have to pay a 
certain amount of money for this pill yourself every month for the rest of your life.  
The current question is: what is the maximum amount of money you are willing to pay monthly for this pill? 
Please keep in mind that this question is not about how much you think that such a pill should cost if it would be 
real. Just as with the previous question, where you had to put an x-mark, we would like to have an evaluation for 
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the health state. Only this time, we ask you the maximum amount of money you would be willing to pay.  
 
Take the table WTP (a table with numbers from 5000 – 0 divided in steps of 100 euro). 
Are you willing to pay 10 euro a month for this pill?  
If the participant answers with NO: write down zero. If the participant answers with YES, then the next bid will 
be 5000 euro.  
If the participant answers with NO: take half of the previous amount (in this case 2500 euro). If the participant 
answers with YES, ask for the maximum amount of money the participant is willing to pay (open question).  
If the participant answers YES on the 2500 euro bid, then the next bid will be 3750. If the participant answers 
NO, then the next bid will be 1250. 
Continue bidding with an amount of money that’s in the middle of the last two bids. Continue until you know the 
bid up to 10 Euros precisely. 
The respondent is allowed to choose an amount that is higher than his/her income. 
 
The Time Trade Off mental health state 
Needed: a life expectancy table, a mental health state card of the past week, a perfect health card, ‘TTO’ 
and a strip with ages. 
We will do the following assessment of (name mental illness) with the so-called Time Trade-Off. Before we can 
do that, I must first know your life expectancy. Life expectancy is an estimate of the number of years a person 
will live. That is of course difficult, because no one knows how long we will live. Therefore we use the life 
expectancy, based on an average Dutch woman/man (fill in as applicable) of your age, using data from the 
Central Bureau of Statistics. 
How old are you? 
According to this table, your life expectancy is ... years. This means that people of your age, according to the 
statistics, will on average have … years to live. 
If the respondent indicates that he/she has difficulty with this, then indicate that it is a 
hypothetical situation. It is not realistic! 
Now we can start the assessment.  
We have two situations here. 
 (Life expectancy) years with (name mental illness) means that your situation will remain as it is described here, 
with no improvement, but also without deterioration, except for the normal changes due to aging. 
(Life expectancy) years in perfect health means that you are in a situation of complete well-being, physically, 
mentally and socially (with the latter we mean your contacts and activities with other people). Suppose you have 
the following imaginary choice: you will live (life expectancy) years with (mental illness) current health state or 
you will live (life expectancy) years in perfect health. 
If we assume that both situations would remain as they are, what health state would have your preference? If 
both conditions are the same to you, you can also indicate this. 
Usually the respondent chooses perfect health, or "I have no preference''. If the respondent chooses to live 
with disabilities, ask why. Determine whether the reason is caused by misunderstanding, and if necessary, 
explain what the respondent misinterprets. If the respondent understands the question well but chooses 
limitations, then please write down the reason for this choice. 
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…………………………………………………………………………………………………………………….. 
And if this period in perfect health would be shorter, for example, (0.5 * life expectancy), which situation would 
have your preference then: You will live another (life expectancy) years with (name mental illness) or you will 
live (0.5 * life expectancy) in perfect health? 
Now increase (or decrease, if in the previous situation a life in perfect health is chosen) the 
duration of life in perfect health continually and ask here: 
And if I change the time again: you will live another (life expectancy) years with (name mental illness) or you 
will live (x * life expectancy) years in perfect health, which situation would have your preference then? 
The difference between life expectancy and the number of years in perfect health is continually 
made half as large, until the respondent chooses to live in perfect health. Then, the number of 
years in perfect health is reduced again (between the second last and the last number of years) 
until the respondent has no more preference. 
Continue in this manner until the respondent has no more preference; Continually make the 
difference between the lowest number of years the respondent chooses for perfect health, and 
the highest number of years the respondent chooses for his/her own situation, half as large. 
 
TTO1 The respondent has a life expectancy of .................................................... years 
TTO2 The respondent finds............................................................... years in perfect health 
equal to life expectancy with (mental illness) .................... 
 
Thank you, you have now valued (name mental illnesses) three times. I want to ask you to 
evaluate another mental illness, namely (name mental illnesses) with the same three methods. 
 
Return to the beginning of section B. Repeat this until all six mental disorders are 
valued. 
 
E. Questionnaires 
Finally, two questionnaires will follow. 
Experience. Do you know someone or have you worked with people with one of the six 
mental illnesses you have valued? (Multiple answers possible.) 
Name the health states written below, probably the respondent does not know all the 
health states he/she has valued anymore.  
  No 
  Yes, namely 
o Autism 
o Generalized anxiety disorder 
o Anorexia nervosa 
o Schizophrenia 
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o Borderline 
o ADHD 
 
 
 
Describe for every mental illness what the relationship is that the respondent has with the 
illness: 
More than one answer is possible.  
o I currently have the mental illness 
o I used to have the mental illness 
o Brother, sister, father, mother 
o Family member (other than mentioned above) 
o Friend 
o An acquaintance/ a colleague 
o I have worked with people with (name mental illness) 
o I study psychology (university or higher vocational education) 
o Other 
 
F. Concluding questions 
We have come to the end of the interview. I got a lot of information from you, which I am very happy about. I 
would like to know from you what you thought about the interview. I have a few final questions about this: 
 
1.  What did you think of the interview? 
2. Were there parts of the interview that really appealed to you or parts that really didn’t? 
3. Were there parts of the interview that you found difficult or annoying? 
4. Are there certain subjects that are important to you, which you have missed in the interview? 
5.  Do you have any further questions or comments about the interview? 
 
 
 
End time of the interview: 
………………………. 
